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Abstract
Residential treatment is among the most costly forms of intervention for children with
serious emotional and behavioural disorders. While some children and youth report
significant improvement from residential care, a significant subgroup does not. One
explanation for treatment responsiveness may be related to resilience. This study
examined factors predictive of resilience in 170 children and youth who were admitted to
residential treatment with complex mental health problems. Results indicated that lower
internalizing and externalizing behaviour predicted behavioural resilience. Higher school
participation/achievement and an absence of witnessing abuse predicted educational
resilience. Family resilience was predicted by higher family functioning, younger
children within the family, and poor behaviour within the community. These findings
highlight the importance of strengthening individual, educational, and family factors in
fostering resilience in children and youth with extreme mental health problems.

Keywords: residential treatment, resilience, mental health, academic achievement, family
functioning, children and youth
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1

The Role of Resilience in Accounting for Residential Treatment Outcomes with Seriously
Emotionally and Behaviourally Disordered Children and Youth
Residential treatment provides tertiary care for children and youth with complex
mental health, educational, social, and behavioural difficulties (St. Pierre, Stewart,
Cullion, & Leschied, 2008). Recent research has focused on the effectiveness of
residential treatment to justify the considerable cost for what is the care of relatively few
children and youth (Lyons, Terry, Martinovich, Peterson, & Bouska, 2001; Phillips et al.,
2000). Outcome studies have shown that many children and youth at high-risk for poor
long-term life course trajectories can show positive gains from residential treatment (e.g.,
Hussey & Guo, 2002; Gorske, Srebalus, & Walls, 2003; Lyons et al., 2001). However,
Hair (2005) cites that numerous before treatment factors, as well as within treatment
variables, may drive such outcomes. The influence of pre treatment client variables can
be characterized as evidence for resilience, defined as “the successful navigation through
significant threat, within the context of individual/cultural definitions and lived
experience, and through the interplay of assets, vulnerabilities, and the threat itself at
individual, family, and societal levels” (The Child and Parent Partnership, 2010, p. 9).
Current research examines the role of protective factors that influence the positive
outcomes of individuals who display resilience. Protective factors are characteristics,
variables, and/or conditions that individuals embody and experience that increase the
likelihood for resistance to risk and poor treatment outcomes. Risk factors, on the other
hand, are characteristics, variables, and/or conditions that individuals embody and
experience that increase the likelihood of poor treatment outcomes (Hartman, Turner,
Daigle, Exum, & Cullen, 2009). Knowledge of pre treatment factors can assist in
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determining the specific aspects of personality and environment that help individuals
counter the effects of high-risk conditions. This study identified pre treatment factors that
were related to differential treatment outcomes in a group of seriously emotionally and
behaviourly disordered youth who experienced an average of four months of intensive
residential treatment.
Literature Review
Organizing risk and protective factors into broad and connected categories is one
method of making sense of the array of factors that are linked to resilience in high risk
children and youth (Bronfenbrenner, 1979; Werner and Smith, 1982,1992). The
categories used in the current review presents pre treatment characteristics of children
and youth who enter into residential treatment as they relate to individual, family, and
educational factors.
Resilience in Residential Treatment
Research studies examining children and youth who undergo residential treatment
have tended not to focus specifically on resilience. Most studies report on die treatment
effects of a specific residential treatment centre or examine the broader treatment effects
over several residential treatment centres (e.g., Connor, Miller, Cunningham, & Mclloni,
2002; Helgerson, Martinovich, Durkin, & Lyons, 2007; Lyons et al., 2001). Although
these studies do not specifically examine the pre treatment factors for children and youth
that are linked to the impact of intervention, they do identify factors that distinguish
residents who respond more positively to treatment. Pre treatment factors such as child
and youth personality or environmental factors that relate to positive outcomes post
treatment are defined for purposes of the current study, as pre treatment factors related to
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resilience. The following section reports on previous research regarding the effectiveness
of residential treatment for children and youth toward identifying pre treatment factors
that are linked to better outcomes.
Research examining the effectiveness of residential treatment has increased
significantly over the past 15 years and has helped to determine if the outcomes justify
the high cost for this type of resource. Numerous studies identify factors associated with
positive treatment outcomes for populations in residential treatment. Prior to examining
research studies in this area, it is important to note that there are challenges to the design
of these studies in part due to ethical limitations. Studies that utilize between group and
control group designs are difficult due to the questionable ethical practice of restricting
access to treatment for a control group. Between group and control group designs are
generally not used in residential treatment outcome studies. Rather, studies tend to rely on
repeated measures designs with follow-up periods to report on treatment success.
Single vs. multiple outcomes as predictors o f resilience. Greenbaum and
colleagues (1996) identified influential pre treatment factors in studying long-term
treatment outcomes from residential treatment, reporting on a sample of 812 participants
who exhibited serious emotional disorders (SED). Data was collected from various
sources over a period of 7 years. This study included numerous standardized measures
that assessed individual, family, and educational factors. The influential pre treatment
factors identified varied depending on the outcome measure examined. When examining
behavioural measures of functioning, children, and youth who were younger (aged 8 to
14 years), were female, had lower levels of externalizing behaviour, and/or had an
absence of a family history of contact with the police reported better outcomes. When the
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outcome factor was treatment-related, i.e., readmission to residential treatment, children
and youth who were older at the time of discharge, were of a non-minority ethnic group,
had functionally adaptive families, better communication skills, and lower levels of
internalizing behaviours were less likely to be readmitted to treatment. When examining
educational attainment, the children and youth who were less likely to drop out treatment
were females; had higher IQs; had above median social economic status (SES); displayed
less aggressive and delinquent behaviour, had an absence of a criminal offense history
and family history of school, emotional/behavioural, or alcohol/drug-related problems;
and had above average competence as reflected on academic measures. These findings
suggest that when assessing child functioning and treatment dropout rates, lower
externalizing behaviour predicts better outcomes; but when assessing readmission to
treatment, lower internalizing scores predict better outcomes. In addition, they suggest
that family variables such as an absence of family contact with police and higher family
functioning are important in predicting treatment outcomes (Greenbaum et al., 1996).
These findings highlight the importance of identifying the outcome measure in
characterizing the pre treatment factors. By examining numerous outcome variables and
pre treatment factors over a period of seven years, this study allowed for the
comprehensive examination of resilience.
Research has generally focused on single variable outcomes, which offer only a
modest representation of resilience. Stage (1998) examined the records of 130 youth who
were in residential treatment in identifying factors that predicted post-treatment
placement. This study focused specifically on the effects of victimization, emotional
dysfunction, and histories of antisocial behaviour. Information was obtained through
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chart reviews and behavioural ratings, and no standardized measures were used in
assessing the residents. In relation to pre treatment factors, the only significant finding
was that residents with families with an absence of criminal histories and substance abuse
problems were more likely to be discharged to less restrictive settings. Limitations of this
study were that discharge status was the only dependent variable that was assessed and
only behavioural variables were examined.
Sunseri‘s (2001) more recent study used one outcome measure in examining
potential predictor variables that distinguished program completers from non-completers.
Success of the residents in treatment at discharge was not assessed. Three hundred
children and youth admitted to various residential treatment centres were examined.
County placement workers completed surveys at intake and 12 months after the
admission date. The surveys contained questions regarding 179 demographic and
behavioural predictor variables that had been identified in the literature as being
potentially associated with treatment outcome (e.g., parental mental illness, authority
challenging, school avoidance, etc.). The predictor variables that were related to
treatment completers included an absence of substance abuse, running away, physical
restraints or seclusions, parental mental illness, and previous failed residential care
placements. It is important to remember that these factors only related to the completion
of treatment and not to overall functioning. An additional limitation of this study was that
no measures were administered following discharge. However, this study did examine
numerous demographic and behavioural variables in individual, family, and educational
domains. Although the previous two studies examined only one outcome variable,
combining the results of many studies that focus specifically on one dependent variable is
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helpful in identifying pre treatment factors that are most influential.
Lyons and colleagues (2001) marked the beginning o f the current research trend
of examining the outcomes o f residential treatment. This study examined the outcome
trajectories o f285 children and youth in eight residential treatment centres. These results
were based on the Acuity of Psychiatric Illness - Child and Youth Version (CAPI)
measure, administered at a minimum o f three times at various review periods. This study
examined the children and youth’s high-risk behaviour, mental health symptoms, and
level o f functioning. Results reflected that treatment was effective at decreasing high-risk
behaviours, depression, and managing symptoms related to psychosis. However,
treatment was ineffective at addressing anxiety and hyperactivity. The researchers
concluded that treatment was more effective for residents with Post Traumatic Stress
Disorder (PTSD) and emotional disorders compared to Attention-Deficit Hyperactivity
(ADHD) and behavioural disorders. Although this study did not identify pre treatment
factors, it did serve to promote additional studies in examining factors related to
treatment outcomes, which has led to the identification of additional pre treatment factors
and more conclusive results.
Frankfort-Howard and Romm (2002) followed 42 individuals, for 1 year, after
their discharge from residential treatm ent The sample size was small as it was exclusive
to participants who were diagnosed with conduct disorder while in treatment. The
researchers assessed which individuals were diagnosed with anti-social disorder at
follow-up and identified factors that distinguished the youth who improved in treatment
from those who did not. Data based on clinical charts of the residents and information
from juvenile court records were used in the analysis. Individuals, who were not
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diagnosed with anti-social disorder as adults, were less likely to have a learning disability
or attention problems as children. They were also less likely to have experienced abuse or
neglect, abuse drugs or alcohol, or have a reported arrest in police records. In relation to
family, the improved group was less likely to be separated from their family before the
age of 10 and to have parents who were abusing drugs or alcohol. This study examined
demographic and behavioural variables in relation to the individual and family domains
but failed to assess educational variables. It had a small and very specific sample of
individuals with conduct disorder, and was limited to examining the development of anti
social disorder as an outcome measure. It did, however, identify a pre treatment factor
that was also identified in Greenbaum and colleagues (1996), the absence of parental
abuse of drugs and alcohol. Interestingly, this pre treatment variable was only identified
in the Greenbaum et al. study when educational attainment was examined, whereas it was
found when examining a behaviourally based outcome in the study reported by FrankfortHoward and Romm (2002). This suggests the potential importance of this protective
factor in both educational and behavioural domains. Although this study and the majority
of the following studies continued to focus specifically on one outcome measure, the
number of pre treatment factors examined in each study continued to increase.
Hussey and Guo (2002) examined 57 children aged 5 to 13 years in a residential
treatment centre. These children were chosen from a sample o f 130 children based on
behavioural rating data that met the requirements for dynamic modelling. The Devereux
Scales o f Mental Disorders (DSMD) was used to measure symptomatology at a quarterly
basis for each child. The total DSMD score was used as the outcome variable. The
residential treatment centre’s database and each child’s chart review were also used as the
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basis for information. Children who had a lower number o f out-of-home placements,
higher IQ scores, were older (over the age o f 10), and were male had lower levels of both
emotional and behavioural symptomatology. A major limitation of this study was that the
sample was small and based on inclusion criteria that may be limited in not representing
the actual population in residential treatment. In addition, similar to the majority of the
previous studies, only one outcome variable was examined. This study reported opposing
gender results to Greenbaum and colleagues (1996). In that study, females rather than
males had better outcomes.
As research progressed, more specific information about each of the children and
youth in residential treatment was reported. Connor et al. (2002) examined 87
consecutively discharged children and youth aged 5 to 18 years from a residential
treatment centre using various standardized measures and information about each of the
participants following their treatment experiences. In addition, this study was one of the
few since Greenbaum et al. (1996) to examine more than one outcome measure. The
DSMD score and a subjective clinical global impression of overall improvement over the
course of treatment were used as behavioural outcome measures. When the DSMD score
was used as the outcome measure, children and youth with lower internalizing scores, an
absence of sexual and/or physical abuse, and who were older (over 5 years of age) when
they experienced their first out of home placement had better outcomes. When the
clinical global impression was the outcome measure, the only variable that predicted
improvement was the absence of a history of physical and/or sexual abuse. The finding of
the absence of an abuse history as a pre treatment factor predictive of positive outcomes
is consistent with Frankfort-Howard and Romm (2002), which also used a behavioural
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outcome variable. Some limitations of this study were that the sample used was, again,
small, and there was no measurement of adjustment after discharge. However, unlike
many more recent studies, this study did expand upon previous research by examining
two outcome measures and numerous pre treatment factors.
Gorske and colleagues (2003) examined the charts of 150 youth aged 13 to 20
who were discharged from a residential treatment centre. This sample was more
representative of the treatment centre than previous studies through its use of randomly
selected participants. The purpose o f this study was to identify characteristics that
predicted treatment outcome. The Child and Youth Functional Assessment Scale
(CAFAS) and a Treatment Effectiveness measure were used to report on information
about the youth. The criterion for outcome was a treatment effectiveness measure
reflective of a subjective opinion by the primary clinician who was responsible for the
client’s treatment. The results reflected that youth with less severe problems in the
community and who lived at home prior to treatment were more likely to have better
outcomes. The study found that family support was an important factor ip youth success
during treatment and following discharge. Although this study had only one subjective
outcome measure, it did examine numerous possible pre treatment factors linked to
individual and family domains, and helped spur other studies to examine more closely the
role of family in addition to individual variables on treatment outcomes.
The consistent finding regarding the role o f family in the outcomes of children
and youth in residential treatment prompted Sunseri (2004) to examine the effects of
family functioning on the outcomes o f children and youth in residential treatment. This
extensive study of 8,933 children and youth placed in residential treatment centres
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utilized surveys that were completed at admission and discharge. Adequate standardized
measures were used to examine family functioning, the restrictiveness of the discharge
environment, and the child’s functioning level. This study used several outcome measures
including program completion, restrictiveness of the discharge environment, the child’s
changes in behaviour. Higher family functioning was related to treatment completion,
discharge to a less restrictive setting, improved behaviour scores and higher functioning
at discharge. Overall, this study found that positive family functioning is related to better
treatment outcomes as defined by the discharge environment. This extensive study
addressed many of the limitations of past research by including a larger sample size and
examining a focused series of outcome measures. Although this study examined only
family functioning as a pre treatment factor, it demonstrated the importance of family
functioning in the resilience of children and youth, which was also identified in the study
by Greenbaum and colleagues (1996).
Following this trend of examining the role of family in residential treatment
outcomes, Hussey and Guo (2005), using the same sample from their 20Q2 study,
examined child and family characteristics related to the time of discharge for younger
children in residential care. This study sampled 126 children age 5 to 13 years, who were
admitted to a residential centre. The DSMD was used to identify the child’s behavioural
problems. Demographic variables, placement history, IQ, and parental history were also
examined. Children who were older, not on medication, and from a background other
than African American tended to rem an in treatment for shorter periods of time.
Surprisingly, children whose parents had a history of alcohol abuse had earlier releases
from treatment. However, children whose parents had alcohol abuse problems also had an
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increased number of out-of-home placements with a greater likelihood of being placed in
child welfare permanent crown wardship. It would have been helpful if this study
identified discharge destination to further examine this counterintuitive finding. In
contrast to previous studies examining family variables, this study concluded that the
parental characteristics did not predict the length of treatment. It is important to note
however, that shorter treatment does not necessarily indicate improved functioning.
Therefore, the results of this study needs to be interpreted with caution in relation to
resilience. The particular findings may be used in conjunction with other studies that
identify pre treatment factors and help validate these results but these results should not
be used in isolation from other outcome studies.
Length o f follow-up. Long-term follow-up studies allow for a better understanding
of the effect of pre treatment factors on the outcomes of children and youth who undergo
residential treatment. Other than Greenbaum and colleagues (1996), previous research
has tended to only measure treatment outcomes at discharge. Green et al. (2007)
addressed this limitation in determining if treatment results were maintained a year
following discharge. They examined 150 children and youth ages 3 to 14 years in
residential treatment centers. The participants were assessed before treatment, at
admission, at? discharge, and 1-year post-discharge for the purpose of assessing treatment
effectiveness. A variety of assessment tools were used to examine individual,
educational, and family factors. Two outcome measures were examined: the health needs
based on the Salford Needs Assessment for Youth and symptomatology of the clients on
the Children’s Global Assessment Scale (CGAS). The results indicated that higher
baseline family functioning predicted better CGAS outcomes at follow-up. This finding is
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supported by numerous studies, indicating the importance of family factors in the
outcomes of children and youth in residential treatment (e.g., Gorske et al., 2003; Sunseri,
2004). This study addressed many o f the limitations of previous research such as sample
size and the lack o f adequate follow-up. However, it was restricted to using only one
behavioural outcome measure. Previous research has demonstrated the variation of results
when different outcome variables are examined (e.g., Conner et al., 2002; Greenbaum et
al., 1996). Therefore, it is important to examine more than one variable to determine
whether the pre treatment factors are influential in more than one area of improvement.
St Pierre et al. (2008) examined the outcome of residential treatment by
addressing many of the limitations of previous research. Similar to the study by Green et
al. (2007), St. Pierre et al, examined treatment outcomes post-discharge within a 2-year
follow-up period. The study employed a sample size of 170 children and youth ages 6 to
17 years, and reported on parent, teacher, and clinician measures at five time periods:
preadmission, admission, discharge, 6-months post-discharge, and 2-years post
discharge. The status of the residents and parents were tracked for an average of 3 years
from the point of admission. This study also used numerous standardized measures and
information from the residents’ clinical charts. Numerous outcome variables were also
assessed including placement at discharge, child and youth mental health
symptomatology, child and family wellness, and school outcomes. Two-thirds of the
sample improved in their symptomatology at discharge and maintained this improvement
2-years post-discharge. The remaining one-third of the sample did not appear to benefit
from treatment. The current study used the data from St. Pierre and colleagues to examine
pre treatment factors in relation to resilience.
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Summary ofpre treatmentfactors. Research that examines outcomes from
residential treatment has been inconsistent in the use of outcome measures. Some studies
focus specifically on treatment completion, length of treatment, or discharge setting,
while more comprehensive studies examine a variety of relevant outcome measures that
assess behavioural, emotional and/or educational aspects of functioning. The
inconsistency in outcome measures is likely partially responsible for the varied results
found across studies. In addition, the fact that many studies focus on different pre
treatment factors in the individual, family, and educational domains also partially
explains the varied findings. The various pre treatment factors that were identified as
being related to positive outcomes will be organized into the individual, family, and
educational categories.
Individualfactors. Individual pre treatment factors that were identified as
predictive of positive outcomes when examining behavioural-based outcome measures
include younger children (Greenbaum et al., 1996), older children (Hussey & Guo, 2002;
Hussey & Guo, 2005), male children (Hussey & Guo, 2002), low externalizing scores
(Greenbaum et al., 1996), and low internalizing scores at admission (Connor et al., 2002).
In addition, having a lower number o f out-of-home placements (Hussey & Guo, 2002)
and less severe problems in the community (Gorske et al., 2003) were identified as
positive pre treatment factors. Additional individual pre treatment factors that were
mentioned included the absence of prescription medication (Hussey & Guo, 2005), a
history of sexual and/or physical abuse or neglect (Connor et al., 2002; Frankfort-Howard
& Romm, 2002), substance abuse (Frankfort-Howard & Romm, 2002), a history of
physical restraints, the use of seclusion, running away (Sunseri, 2001), previous
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psychiatric hospitalizations/placements (Greenbaum et al, 1996; Hussey & Guo, 2002), a
history of failed residential care placements (Sunseri, 2001), and a history of criminal
offenses (Frankfort-Howard & Romm, 2002; Greenbaum et al., 1996).
Familyfactors. Family pre treatment factors that were linked to positive outcomes
included the absence of parental substance abuse (Frankfort-Howard & Romm, 2002;
Greenbaum et al., 1996; Hussey & Guo, 2005; Stage, 1998) and criminal histories (Stage,
1998), family history of school, emotional, or behavioural problems (Greenbaum et al.,
1996), and parental mental illness (Sunseri, 2001). Family pre treatment factors included
the presence of: family support and living at home before treatment (Gorske et al., 2003);
parental involvement and cooperation (Gorske et al., 2003); higher family functioning
(Green et al., 2007; Greenbaum et al., 1996; Sunseri, 2004); average or high social
economic status (Greenbaum et al., 1996); and being older than 5 years of age when
experiencing the first out-of-home placement (Connor et al., 2002; Frankfort-Howard &
Romm, 2002).
Educationalfactors. The educational pre treatment factors that were identified as
predictive of positive outcomes included the absence of a learning disability or attention
problems (Frankford-Howard & Romm, 2002), higher IQ scores (Greenbaum et al., 1996;
Hussey & Guo, 2002), better communication skills, and average or above average scores
on school competence measures (Greenbaum et al., 1996).
From the pre treatment factors mentioned, it is evident that these studies have
identified numerous potential protective factors for children and youth in residential
treatment centres. Although many of the studies examined different outcome measures,
numerous pre treatment factors predictive of positive outcomes have been found in more
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than one research study. The convergence of the pre treatment factors found to relate to
residential treatment outcomes by various studies demonstrates the importance of these
factors. However, there are also pre treatment factors found in some studies that
contradict others. For example, the gender and age of the child at pre treatment was found
to differentially affect outcomes in various studies, even though the studies all assessed
behavioural outcome measures.
Resilience in Other Settings
The present study examined pre treatment factors in relation to resilience in the
context of residential treatment. However, research has shown that resilience in adaptive
children who have experienced aversive events and children with disorders are similar
across settings (Masten & Coatsworth, 1998; Ungar, 2008). In other words, protective
factors identified in high-risk children who have not received residential treatment should
be similar to those who have had treatment.
Tiet, Bird, Hoven, Wu, Moore, and Davies (2001) examined protective factors in
children and youth ages 9 to 17 years whose mothers were characterized as having
psychopathological disorders. The data was obtained from the NIMH Methodsfo r the
Epidemiology o f Child and Youth M ental Disorders (MECA) Study. A large sample of
1,285 youth dyads and their caretakers were interviewed. This study used standardized
measures to assess psychiatric disorders, functional impairment, and maternal
psychopathology. Two measures were used to determine youth adjustment, psychiatric
diagnosis and functional impairment. These measures were used to divide the sample into
those who have adjusted well and those who have n o t Higher adjustment scores for all
youth, even those with a caregiver with psychopathology, was predicted by a lower level
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of adverse life events, higher IQ, closer parental monitoring, better family functioning
and physical health, higher educational aspiration, and a larger number of other adults in
the household. Females were more likely to show improved adjustment in comparison to
males. Although this study used a large sample size with a variety of standardized
measures, one major limitation was that the data was collected at only one point in time.
That said, the study did use more than one outcome measure to determine adjustment and
examines numerous protective factors in individual, family, and educational domains.
A second study examined risk and resilience factors that influence suicidality in a
sample of African American and Latino youth whose suicide rates have increased in
recent years. This study used a selected sample o f 879 high-risk youth aged 13 to 17
years from the Reach fo r Health (RFH) study. The participants completed measures in
the eighth and eleventh grades. No standardized measures were administered. The
researchers created scales to assess suicidal behaviours, sociodemographic
characteristics, accessibility to services for basic needs, same-gender sex, and various risk
and protective factors such as family closeness, peer support, religiosity, school
achievement, attachment, ethnic identity formation, coping style, and depression. The
only protective factor related to lower suicidality was family closeness, again
emphasizing the importance of family support in mediating mental health problems in
children and youth (O’Donnell, O’Donnell, Wardlaw, & Stueve, 2004). Although this
study lacked standardized measures, utilized only one outcome measure, and had a
sample focused on two specific ethnic groups, the conclusions were consistent with
previous research.
A recent comparison study examined the longitudinal effects of maltreatment on
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personality and maladjustment (Kim, Cicchetti, Rogosch, & Manly, 2009). This study
examined 449 children aged 6 to 10 years of families from lower social economic status
while attending a research camp program throughout their childhood. Approximately half
of the children were maltreated either physically and/or sexually as young children. The
camp counselors were unaware which children were maltreated. The Teacher Report
Form (TRF) and the California Child Q-Set far Personality were administered.
Maltreated children consistently showed elevated levels of internalizing and externalizing
behavioural problems when compared to nonmaltreated children. These results reflected
the detrimental effects of physical and sexual abuse in early childhood. These three
studies on resilience emphasized factors that were also prevalent in research in residential
treatment samples. It is apparent that, in particular, high family functioning and a lack of
child abuse are important factors in the resilience of children and youth.
Finally, a recent study examining gender differences in relation to protective
factors analysed data from Waves 1 through 6 o f the merged Child-Mother data set of the
National Longitudinal Study in Youth (NLSCY). This data set is large, containing
numerous standardized measures. From the original sample, 711 participants between the
ages of 16 and 23 at Wave 6 of the study were examined. In this study, resilience in
relation to two outcome measures were assessed, delinquency/crime and drug-related
offenses, and numerous protective factors such as self-esteem, academic competence, and
emotional support were examined. This study reported there were no significant gender
differences at the individual or cumulative levels for the protective factors. Rather, the
accumulation of protective factors for both males and females led to better outcomes
(Hartman et al., 2009). The finding that the accumulation of protective factors increases
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the likelihood of positive outcomes is important, not only to help in better understanding
the outcomes of high-risk children, but also to improve the treatment outcomes of highrisk children and youth.
Because protective factors are similar for children who have experienced adverse
events and for children with psychopathology, resilience studies outside of residential
treatment are also important in identifying pre treatment factors for children and youth in
residential treatment centres. The resilience studies mentioned provide additional
information for individual^ family, and educational pre treatment factors1. The individual
pre treatment factors that were identified included being female (Tiet et al., 2001) and an
absence of physical or sexual abuse (Kim et al., 2009). The family pre treatment factors
included family closeness (O’Donnell et al., 2004), parental monitoring and better family
functioning (Tiet et al., 2001). Lastly, the educational pre treatment factors included
higher IQ and educational aspirations (Tiet et al., 2001). In addition, Hartman et al.
(2009) concluded that the accumulation of protective factors increased die individual’s
resilience to adverse events. The overlap of pre treatment factors between these studies
and studies with residential treatment populations reflects die importance of these factors
in resilience and their probable influence in successful treatment cases.
Current Study
The extent to which pre treatment factors can predict resilience in children who
have been admitted to residential treatment has yet to be examined. The present study
assessed the impact of pre treatment factors indentified from past research found to be

1 For the purpose of continuity in this study, the protective factors identified in the non
treatment resilience studies were also referred to as pre treatment factors even though
there was no treatment involved.
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most salient in individuals displaying resilience. This study drew on the data collected by
St. Pierre and colleagues (2008) which addressed many of the limitations of past research
by using a large sample, a variety o f standardized measures, and a two-year follow-up
period post-discharge. The present study examined pre treatment factors identified by
previous research and associated with positive outcomes post residential treatment at two
points in time: preadmission (Time 1) and 2-years post-discharge (Time 2).
Three categories of pre treatment factors were used to organize the most
influential pre treatment variables. St. Pierre et al. (2008) did examine certain pre
treatment factors in their study at follow-up. Variables examined included IQ, gender,
income, age of onset, and child protection status. None of these factors proved to be
useful predictors.
Individual and educational pre treatmentfactors. The pre treatment factors that
fell in the individual category included being older (Hussey & Guo, 2002; Hussey &
Guo, 2005), the absence of a history of sexual and/or physical abuse or neglect (Connor
et al., 2002; Frankfort-Howard & Romm, 2002; Kim et al., 2009) and substance abuse
(Frankfort-Howard & Romm, 2002; Sunseri, 2001), low externalizing and internalizing
behaviour (Conner et al., 2002; Greenbaum et al., 1996), being older than 5 when
experiencing the first out-of-home placement (Connor et al., 2002; Frankfort-Howard &
Romm, 2002; Hussey & Guo, 2005), and more adaptive behaviour in the community
(Gorske et al., 2003; Sunseri, 2001). Although externalizing behaviour was only related
to positive outcomes in one residential treatment study (Greenbaum et al., 1996) this
factor was also examined since it was die only factor found to be a significant predictor
for educational outcome variables.
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Family pre treatmentfactors. Family pre treatment factors included higher family
functioning (Green et al., 2007; Greenbaum et al., 1996, O’Donnell et al., 2004; Sunseri,
2004; Tiet et al., 2001), family support (Gorske et al., 2003; Tiet et al., 2001), and an
absence of a family history of drug/alcohol related problems (Frank-fort-Howard &
Romm, 2002; Greenbaum et al., 1996; Stage, 1998). An important pre treatment factor
for education other than IQ was higher school competency (Greenbaum et al, 1996; Tiet
et al., 2001). A summary of the pre treatment factors that were used to distinguish
children and youth who displayed resilience from those who did not can be found in
Table 1.
Due to the fact that previous research varied in the specific domains that were
examined and the outcome measures that were used, the most influential domain or pre
treatment factor is unknown. Most of the studies focused on either individual or family
factors, but few of the studies examined educational factors. Even fewer studies
examined all three domains. As previous research demonstrated, the particular outcome
measure used also influences the pre treatment factors that are identified. Research tends
to examine the following types of outcome measures: behavioural, such as behaviour
changes and functional impairment; educational, such as educational attainment; and
treatment-related, such as post-treatment placement and completion of treatment. Because
this study did not specifically examine treatment outcomes, this outcome measure was
not examined. Family outcome measures have been neglected in the previous research
studies mentioned. The studies found that family functioning is an important determinant
of resilience but have never examined what predicts higher family functioning. In the
current study behavioural, educational, and family outcome measures were examined.
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Table 1
Key Pre Treatment Factors Identified by Previous Research

Category
Individual

Pre Treatment Factors
Older age
No history of abuse or neglect
No substance abuse problems
Low externalizing behaviour
Low internalizing behaviour
Older when experienced first out-of-home placement
More adaptive behaviour in the community
Higher family functioning

Family

Family support
No family history of alcohol related problems
No out-of-home placements prior to treatment
Educational

Higher school competence

Hypotheses. When examining the results found for each study within these
outcome measure distinctions, pre treatment factors that are identified more than once in
previous research can be identified as influential when examining that particular outcome
variable. Using this rationale, it was predicted that a) when examining behavioural
outcome measures, 1) an absence o f abuse or neglect (Conner et al., 2002; FrankfortHoward & Romm, 2003; Kim et al, 2009), 2) an absence of being separated from the
family before age 5 (Conner et al., 2002; Frankfort-Howard & Romm, 2003), 3) lower
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internalizing behaviour (Conner et al., 2002; Greenbaum et al., 1996), and 4) higher
family functioning (Green et al., 2007; Sunseri, 2006; Tiet et al., 2004) would be most
influential. For educational outcome variables, no factors were stressed in the studies
examined, but this was due to the fact that only one study had examined educational
outcome factors (Greenbaum et al., 1996). However, in the Greenbaum study, it was
found that both less aggressive behaviour and below clinical levels o f delinquent
behaviour predicted better educational attainment. Since both of these variables were
related to externalizing behaviour, it was predicted that b) low externalizing behaviour
would be an influential pre treatment factor in educational outcomes. Because familyrelated outcome measures had not been examined no predictions were made as to which
pre treatment factors would be most influential.
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Method
Participants
This study drew on the existing data set generated through the Child and Parent
Resource Institute (CPRI) outcome study as reported in St. Pierre et al. (2008). St. Pierre
and colleagues used a cohort sample consisting of children and youth ages 6 to 17 years
who were accepted for inpatient treatment at the CPRI. CPRI is a large tertiary residential
mental health centre for children and youth with serious emotional disorders (SED)
operated by the Ontario Ministry of Children and Youth Services. The children and youth
who participated represented consecutive admissions to this Centre between October 1,
2002 and July 1,2006. Children and youth with a developmental handicap were directed
to alternative units at CPRI and thus were not included in this study. Otherwise, no
diagnostic exclusionary criteria were employed.
Archival program evaluation data available at CPRI revealed that there were 360
referrals during this time period. This program ensured that a consistent battery of
standardized intake rating scales was completed for all children and youth who were
admitted. From the original referrals, 230 individuals began residential treatment during
the period under study (M = 12.6 years, SD = 2.46, 171 boys). Within the first two weeks
of placement, five participants voluntarily left the Centre. Since they did not have the
opportunity to experience the treatment program, they were excluded from the analysis.
From the 225 remaining children and youth, 170 families (75%) completed the long-term
follow-up telephone interview. Out o f the 55 families who did not complete this
interview, 11 (5%) had moved and could not be reached, 29 (13%) were contacted but did
not respond, and 16 (7%) refused to participate. In a logistic regression analysis, the
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original study found no statistically significant differences between the sample of 170
children and youth and the 55 individuals who did not participate in the long-term follow
up on sex, age at admission, length of admission, child welfare status, and referral
severity as measured by the Brief Child and Family Phone Interview (BCFPI) and the
Child and Adolescent Functional Assessment Scale (CAFAS).
A review of the 170 participants revealed a mean age at the time of admission of
11.26 years (SD = 2.46) with a range from 6 to 17 years of age. Seventy-nine percent of
participants (135 children and youth) were male and 21% (35) were female. A profile of
the 170 children and youth surveyed from CPRI is provided in Table 2. One of the
distinguishing characteristics of the residential treatment population is the prevalence of
mental health problems. Over 98% of the sample had a psychiatric diagnosis prior to their
admission to residential care. Sixty-two percent had one diagnosis, 23% had two
diagnoses, and 12.3% had three or more diagnoses. The most prevalent diagnoses at the
time of admission were Attention Deficit/Hyperactivity Disorder (ADHD; 75%),
Oppositional Defiant Disorder (ODD; 20.1%), and Conduct Disorder (7.7%). In addition,
94% of the children were on psychotropic medication prior to admission to CPRI. The
high prevalence of mental health diagnoses and psychotropic medication reflects the
extreme needs of the population admitted to residential treatment.
Pre Treatment Factors
The sample characteristics in relation to the majority of the pre treatment factors
that were identified earlier are displayed in Table 3. Not all variables assessed were
available for the sample; hence sample sizes for certain variables were less than 100%.
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Table 2
Characteristics o f Children and Youth at the Time o f Preadmission

Factor

n

% Yes Minimum Maximum

Mean

Age

170

-

6

16

11.26

Number of Diagnoses

168

-

0

5

1.52

Mental Diagnosis

167

98.2

-

-

-

75

-

-

-

-

-

-

ADHD
ODD

20.1

Conduct Disorder

7.7

-

-

-

Anxiety Disorder

7.1

-

-

-

Learning Disability

6.6

-

-

-

Tourette’s Disorder

5.9

-

-

-

3

-

-

-

Depressive Disorders

3.6

-

-

-

Other

15

-

-

-

94.1

-

-

-

Obsessive Compulsive Disorder

Received Medication

169

Individualfactors. The individual factors that have not previously been discussed
are the children and youths’ sexual/physical abuse and neglect histories, substance use
problems, internalizing behaviour problems, and behaviour problems within the
community. Based on the Brief Child and Family Phone Interview (BCFPI) ratings by
parents and guardians, many of the children and youth had experienced maltreatment:
31% of the sample had been physically abused, 18% were sexually abused, and 26% had
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Table 3

Pre Treatment Factor Characteristics o f Children and Youth at the Time o f Preadmission

Factor
Maltreatment History

n
-

% Yes

Minimum

Maximum

Mean

-

-

-

-

-

-

Physical Abuse

145

31.2

-

Sexual Abuse

139

18.2

-

Neglect

168

25.9

-

-

-

Witnessed Violence

167

55.9

-

-

-

Substance Use (0 minimal to 30 severe)

170

11.8

0

30

2.18

Internalizing Behaviour t Score

169

-

37

101

70.82

Externalizing Behaviour t Score
Poor Community Role (0 minimal to 30
severe)

169

-

58

107

82.43

170

-

0

30

11.82

Family Functioning t Score

156

-

48

146

102.71

Family Support (0 minimal to 30 severe)
Informant Alcohol Use (1 strongly agree to
4 strongly disagree; 5 don’t know)
Partner Alcohol Use (1 strongly agree to 4
strongly disagree; 5 don’t know)

93

-

0

30

11.08

134

1.8

—

114

1.8

-

Number of Out of Home Placements

170

-

0

10

2.14

School Achievement t Score

165

-

43

113

80.44

-

4.02
-

experienced neglect. In addition, 56% of the children witnessed verbal or physical abuse.
In this sample, most residents (92%) had no or mild substance use. Parents and guardians
reported the severity of internalizing behaviour problems and externalizing behaviour
problems on the BCFPI for the children and youth at preadmission. Fifty-one percent of

4.25
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the children and youth had low to moderate internalizing scores and 10% of the children
and youth had low to moderate externalizing scores. In regards to appropriate behaviour
within the community, 59% had no previous contact or had never been involved with the
law prior to their admission to CPRI.
Family factors. Four family factors were assessed including family functioning,
family support, parental alcohol use, and the number of out-of-home placements prior to
placement. Parents and guardians reports of family functioning based on the BCFPI
ratings were calculated from the Global Family Situation subscale. The average t-score
for this subscale was 102.71 (SD = 20.55). Ninety-four percent of the children and youth
had low or moderate family functioning reflecting very poor overall family functioning in
most of this sample. For family support, which was assessed by the Child and Youth
Functional Assessment Scale (CAFAS), 31% had no or mild impairment indicating
adequate family support. In regards to family history of alcohol related problems, only
seven parents or caregivers (3%) indicated caregiver alcohol abuse. The final family
factor asked caregivers if the child had been out of the home prior to CPRI. Seventy-one
percent of the sample had been placed out of home prior to admission. Twenty-six per
cent had been out of the home only once, 9% had been out of home twice, with 36%
being out of the home three or more times.
Educational Factor. The final factor, school competence, was measured through
parent and guardian reports on the BCFPI. The mean t-score for school participation and
achievement was 80.44 (SD = 14.30), demonstrating above clinical levels (> 70) of
academic difficulty. Twenty-seven percent of the children and youth demonstrated high
or moderate school competence.
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Setting
Referral process. Children and youth referred to CPRI access services through
specific local mental health agencies following consultation with the community case
manager and family/guardian. This referral process utilized standardized intake tools
guided by the least intrusive intervention model of service delivery. Therefore, it is
essential that community treatment efforts precede the inpatient referral. This referral
process is used to ensure that only the children and youth who have extreme needs and
are at high risk of permanent home and school breakdowns are accepted into this
program.
Once admitted, the children and youth received assessment, treatment, and care
plans developed collaboratively with the community team. Both the children/youth and
their families/guardians were active participants in determining the care plan. The
inpatient treatment team maintained linkages with community-based care and socialsupport structures to incorporate a continuum of care in making the transition to treatment
as unproblematic as possible. Outpatient and in-home support services are available for
clients prior to and following admission.
Treatment. Participants were referred to five cottage-like psychiatric inpatient
units, comprised of three child and two youth units. The Ontario Ministry of Children and
Youth Services license all of the programs. The units are not disorder-specific, but they
do differ slightly in their admission policy and length of stay. All treatment models are
based on current best practice, reflecting structured behavioural milieu and individualized
intervention strategies. The treatment is guided by psychiatrists, psychologists, and social
workers and emphasizes multimodal clinical assessment, adaptive skill development,
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parent training and family counselling, and coordinated discharge planning. The living
milieu treatment promotes interpersonal skill development simultaneously with the use of
psychotropic medication and psychosocial, family-oriented, and educational
interventions. There is also an onsite school that offers full time attendance in a
personalized, special education environment.
Participants’ individualized plans of care were reviewed monthly by the
family/guardian, community care coordinator, and CPRI clinicians. Discharge dates were
flexible, based on the child/youth’s progress and their needs. The average length of stay
for residents in this study was 4 months, but CPRI outpatient services were often utilized
both at preadmission and post-discharge. Post-discharge follow-up may have involved
outreach assistance in the home or classroom, and ongoing therapeutic contact including
monitoring medication was provided. Active involvement and support of the
parent/guardian was essential and indeed mandatory for the child to be admitted. Most
children and youth returned home on the weekends during treatment. Including these
aspects within the treatment plan ensured easier transition back to a less structured
environment following treatment.
Clinicians. Because CPRI is a multidisciplinary mental health centre, there are
many professionals interacting with the children and youth on a daily basis. These
professionals, at minimum, have a college diploma in a child and youth worker program
or equivalent specialization, which consists of 2 years post-secondary education in an
accredited program. Direct doctoral level supervision of front line staff and ongoing
professional education about evidence-based treatment is available. A staff psychologist
directs the behavioural programming within the residences and a staff psychiatrist
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prescribes and monitors daily all psychotropic medications. Social workers are also
available for family therapy.
Measures
Multiple measures were used to obtain information from a variety of sources.
Information was gathered from parents, teachers, and clinicians to evaluate child, youth,
and family functioning at preadmission to treatment and 2-years post-discharge. The
rationale and support for the various measures that were employed are described below.
The B rief Child and Family Phone Interview (BCFPI). The BCFPI is a structured
phone interview conducted with the caregiver by a clinical interviewer (Cunningham,
Pettinghill, & Boyle, 2004). It is similar to the most commonly utilized instrument in
children’s mental health, the Achenbach Child Behaviour Checklist (CBCL). This
interview starts with a narrative overview of the client’s concerns. It gathers information
about demographics, common behavioural and emotional problems, impacts on child and
family functioning, risk and protective factors, family readiness for service, and potential
barriers for utilization. The standardized questions were derived from the survey
measurement tools developed for the Ontario Child Health Study. There are seven
subscales that measure common childhood problems. Two of these subscales are
Externalizing Behaviour (regulating attention, impulsiveness and activity level,
cooperativeness, and conduct) and Internalizing Behaviour (separation from adults,
managing anxiety, managing moods). The remaining subscales are Impact on Child
Functioning (child’s social participation, quality of social relationships, and school
participation and achievement), Impact on Family (family activities and family comfort),
Barriers to Service Utilization, and Readiness for Change. The measure also examines
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parental mood and has a checklist of other concerns, such as specific phobias. This study
uses the population norm t-scores of the BCFPI, where scores above 70 on the subscales
are considered in the clinical range (Barwick, Boydell, Cunningham, & Ferguson, 2004).
The reliability of this scale is considered acceptable. The Cronbach’s alpha ranges
from .73 to .85 on the Ontario Child Mental Health Study Scales - Revised clinical
sample for all scales. The instrument has adequate test-retest reliability and acceptable
concurrent validity, with correlations between the BCFPI’s subscales and the extended
scales from the Ontario Child Health Study’s (OCHS-R) survey diagnostic instrument
ranging from .88 to .96. The comparison of the means for clinical and non-clinical
samples had significant differences on all BCFPI subscales. Therefore, discriminate
validity is also considered acceptable (Barwick et al., 2004). Recent studies have reported
promising results of the reliability and validity of this measure on clinical samples as well
(Boyle, Cunningham, Georgiades, Cullen, Racine, & Pettingill, 2008; Cunningham,
Boyle, Hong, Pettingill, & Bohaychuk, 2008; St. Pierre et al., 2008). In addition to the
promising reliability and validity of the BCFPI, the phone interview also increases the
completion rate in comparison to questionnaires that are mailed.
The Child and Adolescent Functional Assessment Scale (CAFAS). The CAFAS is
a multidimensional rating of level of functioning. Clinicians’ rate a child/youth’s
impaired or restricted functioning within the home, school, and family domains. There
are eight subscales of functioning: school or work, home, community, behaviour toward
self and others, moods and emotions, self-harmful behavior, substance use, and thinking.
The behavioural descriptions (e.g., expelled from school) for each of these subscales are
recorded on a four-level scale that increases in ten-point increments. The levels of
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impairment are severe (30), moderate (20), mild (10), and no or minimal (0). Subscale
scores are combined to form a total score, ranging from 0 to 240 (Hodges, 2000).
The CAFAS has been highly researched and is used in children’s mental health
systems in thirty American states. It has demonstrated predictive utility (Hodges &
Wotring, 2004) of outcomes and service usage in populations similar to the present
sample. Hodges, Doucette-Gates, and Liao (1999) found that the CAFAS had an internal
consistency of .73 at intake and .78 at 6 months for all subscales when examining youth
in residential treatment using the CAFAS. Interviewers in the present study were trained
with the CAFAS Manual and reached a consistent level of interrater reliability [Intra
class Correlation Coefficients (ICC)] for individual scales of .80. At CPRI, the CAFAS
was completed by the primary clinician working with the family. For the long-term
follow-up investigation (Time 2), which was done over the phone, the interviewers asked
several questions about seminal life events (e.g., “has your child been suspended from
school?”) in addition to those found in the BCFPI, so the CAFAS rating of functioning
could also be completed (St. Pierre et al., 2008).
Chart reviews. Chart reviews were accessed to gather information on the
following: preadmission use of clinical services, charted psychiatric diagnosis, and
psychotropic medications administered during the inpatient stay.
Procedure
Data collection on the existing program evaluation database collected various
parent/guardian, teacher, and clinician measures at four periods: preadmission, admission,
discharge, and 6-months post-discharge. This study also expanded die follow-up time
period by adding another evaluation at 2-years post-discharge. The mean time frame for
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the longitudinal BCFPI follow-up assessment was 154.85 weeks (SD = 25.0),
approximately three years after the initial structured interviews with die 170 parents and
guardians. The mean time period between the first and last CAFAS clinician rating was
slightly less (M = 141.9, SD = 24.7). On average, the long-term follow-up interview was
completed just over 2 years after the target admission ended (M = 122.3 weeks, SD =
22.0). For this study, only certain measures collected at preadmission (Time 1) and 2years post-discharge (Time 2) were examined. At Time 1, the measures that were used
were the chart review, the Brief Child and Family Phone Interview (BCFPI), and the
Child and Adolescent Functional Assessment Scale (CAFAS). At Time 2, only the
BCFPI was examined.
Design
This study was a correlational, cohort design. The dependent variables of interest
reflected pre treatment factors for the children and youth at Time 1 (individual, family,
education, and community factors) and their functioning at Time 2. The BCFPI, CAFAS,
and chart reviews were used to measure the pre treatment factors of the children and
youth at Time 1. The BCFPI was used to measure the children and youth’s functioning at
Time 2. This design allows for the examination of the impact of various pre treatment
factors on functioning over time.
Analysis
Stepwise multiple regression was used to examine the correlation between the pre
treatment factors at Time 1 and the children and youth’s functioning at Time 2. In order
to determine the accuracy of the hypotheses, the effect of individual predictor variables
and combinations of predictor variables were investigated. Based on previous research
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and theory, it was hypothesized that the pre treatment factors in the three categories
(individual, family, and education) would distinguish the children and youth that
demonstrated resilience at Time 2. The individuals with more protective factors would
have higher functioning at Time 2. These pre treatment factors would have high and
positive correlations in relation to functioning at Time 2. This analysis resulted in an
equation depicting the amount o f variance accounted for by each predictor variable, pre
treatment factor, on the dependent variable, functioning, at Time 2.
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Results
Statistical Analyses
All analyses were completed on the entire sample of 170 children and youth.
However, the exact sample size for each analysis varied as a function of missing data, as
not all family participants completed all subscales of the BCFPI or the CAFAS. An alpha
criterion was set at .05 for all analyses. Stepwise multiple regression was used to test the
various hypotheses related to which of the previously mentioned pre treatment variables
were predictive of adjustment at two-years post-treatment. Stepwise multiple regression
allows for the examination of various factors in determining the relationship between
these factors and the dependent variable. The zero order correlation matrix for the various
independent variables can be found in Table 4. Three categories of dependent variables
were examined: behavioural, educational, and family outcomes. The outcome measures
for the behavioural category were the subscales Externalizing Behaviour, Internalizing
Behaviour, and Global Functioning at 2-years post-discharge as reflected on the BCFPI.
The measure for educational outcomes was based on the subscale of School Participation
and Achievement from the BCFPI. Finally, the subscale Global Family Situation on the
BCFPI was used to measure family outcomes.
Pre Treatment Factors
The pre treatment factors examined included age and the number of out of home
placements, which were found in the chart reviews; physical abuse, sexual abuse, neglect,
witnessed abuse, externalizing, internalizing, family functioning, informant alcohol use
and partner alcohol use, and school participation and achievement, which were assessed
by the BCFPI; and substance use and community role performance, which were assessed
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Table 4
Zero Order Correlation Matrixfo r the Independent Variables at Time 1
Age

PA

SA

N eg

WA

GFS

GF

Int

Ext

SPA

IAlc

PAlc

CRP

Age

1.00

-.059

.029

.072

-.063

.148

-.013

-.135

.135

-.131

-.085

-.157

.142

PA

-

1.00

.268

.371

.375

-.012

-.138

.055

.125

-.288

-.017

.038

-.060

SA

-

-

1.00

.432

.336

.058

-.036

.134

-.026

.077

-.152

-.223

-.040

N eg

-

-

-

1.00

.272

-.014

-.130

-.184

-.030

-.016

-.205

-.177

.116

WA

-

-

-

-

1.00

-.085

-.106

.023

.014

-.042

.024

-.052

.015

GFS

-

-

-

-

-

1.00

.595

.167

.523

.288

-.074

-.067

.024

GF

-

-

-

-

-

-

1.00

.291

.319

.674

-.071

.001

.161

Int

-

-

-

-

-

-

-

1.00

.034

.226

.063

.077

.154

Ext

-

-

-

-

-

-

-

-

1.00

.009

-.144

.070

.161

SPA

-

-

-

-

-

-

-

-

-

1.00

-.154

.041

.208

IAlc

-

-

-

-

-

-

-

-

-

-

1.00

.332

.131

-

1.00

.058

-

1.00

PAlc
CRP

Note. PA = Physical Abuse, SA = Sexual Abuse, Neg = Neglect, WA = Witnessed Abuse, GFS
= Global Family Situation, GF = Global Functioning, Int = Internalizing Behaviour, Ext =
Externalizing Behaviour, SPA = School Participation and Achievement, IAlc = Informant
Alcohol, PAlc = Partner Alcohol, CRP = Community Role Performance.

by the CAFAS. Parental support and age at first out of home placement could not be
examined due to sample size and data limitations.
Behavioural Outcome Measures
The first analyses examined the hypothesis that an absence of abuse or neglect,
lower internalizing scores, and higher family functioning, in particular, would predict
better behavioural outcomes. Stepwise multiple regression analyses were conducted to
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examine the predictive accuracy of the 14 identified pre treatment factors on the various
behavioural outcome measures at 2-years post-discharge. Contrary to expectations, an
absence of abuse or neglect and higher family functioning were not related to better
behavioural outcomes for any of the behavioural outcome measures examined. However,
internalizing behaviour problems were found to be influential when internalizing
behaviour was used as the behavioural outcome measure (see Table 5).
Table 5
Summary o f Stepwise Multiple Regression Analysisfo r Predicting Behavioural Outcomes

__________________ Behavioural Outcome Measure__________
Externalizing
Behaviour
Global Functioning
Internalizing Behaviour
R2
R2
R2
Time 1
Change
Change
Change
BCFPI and CAFAS
P
P
P
P
P
P
Constant
Externalizing

22.74

0.06

-

12.30

0.12

-

13.37

.32

0.42

0.00

0.11

-

-

-

-

-

-

-

-

-

-

Internalizing

-

-

-

0.51

0.00

0.28

Global Functioning

-

-

-

-

-

-

.39

.001

0.10

Partner Alcohol Use

-

-

-

3.97

0.03

0.04

5.95

.004

0.08

-

-

-

-

-

-

32

_

_

School Achievement
% Total Variance

0.19

0.02

0.06
17

Note, n = 88 for externalizing behaviour outcome data, n —87 for internalizing behaviour
outcome data. n = 86 for global functioning outcome data. Degrees of Freedom = 2.
Externalizing behaviour. Externalizing behaviour (fi = .42,/? ~ .001) and school
participation and achievement (fi = .19, p < .05) at preadmission were significantly
related to externalizing behaviour at 2-years post-discharge. Externalizing behaviour was
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entered into the equation initially, accounting for 11% of the variance of externalizing
behaviour at post-discharge. School participation and achievement added another 6% to
total variance accounted for in relation to externalizing behaviour post-discharge. The
overall variance predicted in combining these two variables was 17%. These results
reflected that lower externalizing scores and higher school participation and achievement
prior to treatment were related to lower externalizing scores 2 years after treatment.
Internalizing behaviour. The variables most predictive of internalizing behaviour
outcomes at Time 2 included internalizing behaviour (fi = .51, p < .001) and partner
alcohol use (fi = 3.97, p < .05) at Time 1. Internalizing behaviour was entered into the
equation first, accounting for 28% of the variance, followed by partner alcohol use, which
accounted for 4% of the variance. The overall variance predicted by these two factors
approximated 32%. The results showed that lower internalizing problems along with the
presence of partner alcohol abuse at preadmission were related to lower internalizing
scores. However, the finding that the presence of partner alcohol abuse was related to
lower internalizing scores needs to be interpreted with caution given that only 1.8% of the
caregivers’ partners engage in excessive alcohol use and the variable was not normally
distributed. As a result, the finding that the presence of partner alcohol abuse acts as a
protective factor may be a result of a Type II statistical error rather then an actual reality
of children and youth with severe mental health disorders.
Globalfunctioning. An examination of global functioning yielded two significant
pre treatment factors. Global functioning (fi = .28,/? < .01) and partner alcohol use (fi =
5.568, p = .001) were both predictive of Global Functioning at 2-years post-discharge.
Global functioning was entered into the equation first, accounting for 10%, followed by
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partner alcohol use, which accounted for 8%. Together, these two protective factors
estimated approximately 19% of the variance in Global Functioning scores. These results
showed that higher functioning and the presence of partner alcohol abuse were related to
overall functioning at 2-years post-discharge. As with the previous findings in relation to
partner alcohol use, the finding that partner alcohol use predicts higher functioning needs
to be interpreted with caution due to the fact that this variable is not normally distributed
and may have skewed the statistical analysis.
Educational Outcomes
The second hypothesis, that externalizing behaviour would be an influential pre
treatment factor in educational outcomes, was not supported. However, three other pre
treatment factors were found to predict approximately 23% of the variance in school
participation and achievement at 2-years post-discharge (see Table 6). The pre treatment
factors that were identified as predictive of this educational outcome measure were sexual
abuse (ft = -1.40, p < .05), school participation and achievement

= 31, p < .001), and

witnessing abuse (fi = .639,/? < .001) at preadmission. Sexual abuse was entered into the
equation first, accounting for 10% of the variance, followed by school participation and
achievement, with 8% of the variance, and finally witnessed abuse, which accounted for
4%. The results showed that a presence o f sexual abuse, higher school participation and
achievement, and the absence of witnessed abuse were related to higher educational
competence at 2-years post discharge. The finding that sexual abuse predicted higher
educational competence needs to be interpreted with caution. This variable was entered
into the regression equation as a dichotomous variable that was not normally distributed
as only 11.8% of the sample had experienced sexual abuse. Therefore, this finding may
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be explained by statistical error of the analysis rather than a protective factor for children
and youth with serious emotional disorders.
Table 6
Summary o f Stepwise Multiple Regression Analysisfo r Predicting Educational and
Family Outcomes
School Participation and
Achievement
Time 1
BCFPI and CAFAS

R2 Change

Global Family Situation
. ß

R2 Change

P

P

Constant

47.72

0.00

-

Sexual Abuse

-1.40

0.00

0.10

-

-

-

School Achievement

0.31

0.00

0.08

-

-

-

Witnessed Abuse

0.64

0.04

0.04

-

-

-

Family Situation

-

-

-

0.46

0.00

0.10

Age

-

-

-

-2.12

0.04

0.06

Community Role

-

-

-

-0.47

0.05

0.05

% Total Variance

-

-

23

-

-

21

65.30

P
0.00

-

Note, n = 84 for school participation and achievement outcome data, n = 76 for global
family situation outcome data. Degrees of Freedom = 3.
Family Outcome Measure
Although it was hypothesized that the pre treatment factors would be predictive of
family resilience, family-related outcome measures had not been examined in previous
research. Hence, this aspect of the current study was exploratory in nature. Three pre
treatment factors were related to global family situation, accounting for 21% of the
variance (see Table 6). Global family situation (fi = A 6,p= .001), age (fi

=

-

2.12,p <
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.05), and community role performance (fi = -.47, p < .05) at preadmission were related to
global family situation at 2-years post-discharge. Global family situation was entered into
the equation initially and accounted for 10% of the variance. Age was then entered
accounting for 6%, followed by community role performance, which accounted for 5% of
the variance. The results showed that higher family functioning, being a younger child
within the family, and a less adaptive community role performance at preadmission
related to higher family functioning at 2-years post-discharge.
Summary
In conclusion, when behavioural outcomes were examined, in contrast to the
hypothesis, abuse and family functioning did not predict resilience in the behavioural
domain. However, lower internalizing behaviour was found to predict higher
internalizing scores 2-years post-discharge. In addition, lower externalizing and
internalizing scores, overall functioning, partner alcohol use, and higher school
participation and achievement were also found to relate to better behavioural outcomes.
Lower externalizing behaviour was not found to predict educational outcomes but
experiences of sexual abuse, higher school participation and achievement, and an absence
of witnessing abuse were found to be associated with better educational outcomes. Lastly,
the pre treatment factors that were found to predict better family outcomes were higher
family functioning, being a younger child within the family, and having a less adaptive
role in the community.
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Discussion
Research has identified that two thirds of children and youth with severe mental
health disorders in residential treatment have positive outcomes (St. Pierre et al., 2008).
Protective factors can contribute to the likelihood of resistance to further risk and poor
treatment outcomes. Pre treatment factors that distinguish children and youth who display
resilience from those with poor outcomes following the most intensive and intrusive type
of treatment were examined in this study to identify possible protective factors within this
population. Pre treatment factors associated with the individual child or youth, their
education, and their family environment were examined at preadmission in relation to
resilience 2-years post-discharge. Using stepwise multiple regression, these factors were
examined in association with the children and youths’ behaviour, education attainment,
and family environment as the outcome variables at 2-years post-discharge.
Brief Overview o f Findings
Various factors at preadmission predicted better outcomes at the 2-year follow-up.
From the factors examined, better behavioural outcomes were predicted by lower
externalizing and internalizing scores, lower global functioning scores, higher school
participation and achievement, and, surprisingly, exposure to parental alcohol abuse at
preadmission. When educational outcomes were examined, higher school participation
and achievement, no history of witnessed abuse, and previous sexual abuse were related
to better outcomes at 2-years post-discharge. Lastly, when family outcomes were
examined, higher family functioning, being a younger child within the family, and having
a less adaptive role within the community at preadmission were related to family
resilience at 2-years post-discharge.
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Behavioural Outcomes
The first hypothesis was related to behavioural outcomes and predicted that an
absence of abuse or neglect, and a presence of lower internalizing scores and higher
family functioning would be related to more adaptive behaviour. Although internalizing
behaviour was found to predict more adaptive behavioural outcomes, the absence of
abuse and the presence of higher family functioning were not associated with behavioural
resilience. When externalizing behaviour in particular was examined, lower externalizing
behaviour, and higher school participation and achievement at preadmission predicted
lower externalizing behaviour at 2-years post-discharge. Lower internalizing behaviour at
post-discharge was predicted by lower internalizing behaviour and parental alcohol
problems at preadmission. When overall behavioural functioning was examined, lower
global functioning and parental alcohol use at preadmission were related to higher
functioning at post-discharge. Overall, these findings demonstrate the protective ability of
lower problem behaviours and higher school achievement for the behavioural outcomes
of children and youth at high-risk of poor outcomes.
These results converge with previous research examining the outcomes of
children and youth. In regards to the influence of school achievement on behavioural
outcomes, a study examining resilience of children with mothers who have
psychopathological disorders found that lower externalizing behaviour is related to higher
school achievement (Tiet et al., 2001). This finding strengthens the association found
between externalizing and school achievement, and their relation to externalizing
outcomes in this study. Fergusson, Beautrais, & Horwood (2003) found that higher
school achievement was related to lower risk of suicidal responses. In addition, Williams,
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Macmillan, and Jamieson (2006) examined whether remaining in school was associated
with lower rates of psychopathology. It was found that completing high school was
associated with lower externalizing problems. These studies support the finding that
higher school achievement acts as a protective factor for externalizing problem
behaviour.
Many studies have found associations between externalizing behaviour and school
achievement, but research has also shown that externalizing behaviour and school
achievement are key predictors of behavioural outcomes. Feigusson and Horwood (1995)
examined conduct problems and school achievement in 8-year-old children and then
again 7 years later. This study found that adaptive behaviour and higher IQ scores in
childhood predicted more adaptive behaviour in adolescence. This study demonstrates the
protective ability of both adaptive behaviour and school achievement in long-term
behavioural outcomes.
Previous research has also supported the finding that lower externalizing and
internalizing behaviour predict better outcomes in relation to behaviour. Connor and
colleagues (2002) found that lower internalizing behaviour at admission to residential
treatment was related to better outcomes. Greenbaum et al. (1996) found that, for children
in residential treatment or a special education program, both lower externalizing and
internalizing behaviour at admission resulted in better outcomes. Another study
(Fergusson & Horwood, 1995) found that early delinquent behaviour in children was
associated with later delinquent behaviour in youth. These studies demonstrate the
significant role of lower internalizing and externalizing behaviour as protective factors
for long-term behavioural outcomes for children and youth.
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A surprising finding was that children exposed to parental alcohol abuse had
better behavioural outcomes. It is important to be cognisant of the fact that very few
children and youth in the sample had parents with alcohol problems. This finding may be
the result of a Type II error because the variable was not normally distributed. In
addition, the variance accounted for by this factor was relatively small suggesting there
are many other factors involved in determining the outcomes of these children. That said,
this finding has been supported by previous research. Hussey & Guo (2005) examined the
length of time children and youth remained in residential treatment and found children,
who had a parent with a history of alcohol abuse, were released from treatment earlier.
One explanation for these finding are that they demonstrate positive outcomes for
children with alcohol-abusing parents. A possible explanation is that children who have
parents with alcohol problems may be more “parentified” and reflect short-term pseudo
maturity in their adjustment. Parental alcohol use was accompanied by factors, such as
lower externalizing and internalizing behaviour, which may demonstrate greater maturity.
These children may have had to take on more responsibility within the home as a result of
parental substance use and as a result displayed less severe problem behaviour. This
finding needs replication and future research should further examine the presence of
resilience within children with parents who have substance abuse issues. It can be
concluded however that lower externalizing and lower internalizing behaviour act as
protective factors for high-risk children and youth. This demonstrates the strengths of
children and youth with serious mental health disorders and their resilient outcomes.
These strengths should be emphasized in treatment to increase the probability of
successful outcomes.
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Another unexpected result was the absence of maltreatment histories and higher
family functioning as pre treatment factors that predict better behavioural outcomes given
their common presence within previous literature. Although most studies examining
residential treatment have found a relationship between child abuse and behavioural
outcomes (Conner et al., 2002; Frankfort-Howard & Romm, 2002; Kim et al., 2009),
Hussey and Guo (2005) also found an absence of relationship between child abuse and
behavioural outcomes. It appears that the association between child abuse and
behavioural outcomes is complex for this population, with some children who have been
abused having worse outcomes and for other children abuse has no apparent negative
effect on behaviour. Child abuse however has not been found to predict better
behavioural outcomes for children and youth in residential treatment. It is possible that
there is another factor involved in mediating the effects of abuse on behaviour. For
example, the circumstances surrounding the abuse may be important. If direct family was
the abuser and no support was given to the child or youth then the outcome would likely
be worse than for a child or youth who received ample support. Future research should
examine the relationship between abuse and behavioural outcomes within the residential
treatment population to identify what factors are associated with better behavioural
outcomes for children who have experienced maltreatment. In addition, this study
examined the various types of child maltreatment separately, whereas other studies
frequently examined child maltreatment as a unitary construct, combining the various
types of abuse into a general maltreatment variable. This also may explain the varied
findings. Future studies should continue to examine the various types of abuse, i.e.
sexual, physical, neglect, and witnessed abuse, separately so that the effect of each type
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on the outcomes of children and youth can be examined.
Higher family functioning has been repeatedly shown to be a protective factor
mediating poor outcomes (Green et al., 2007; Greenbaum et al., 1996; O’Donnell et al.,
2004; Sunseri, 2004; Tiet et al., 2001). The significant influence of family has been
emphasized by attachment theory, which states that a relationship between a child and
their caregiver that exhibits love, security, and safety is essential for the healthy
development of children (Bowlby, 1988). Although family functioning was not found to
predict behavioural outcomes in this particular study, it was still found to predict
outcomes related to overall family functioning. Therefore, higher family functioning was
found to be an influential protective factor from a systemic perspective for children and
youth in residential treatment as attachment theory and previous studies would predict.
Educational Outcomes
The second hypothesis, that low externalizing behaviour would be an influential
protective factor in educational outcomes, was not supported. Lower externalizing
behaviour and higher school achievement were found to be related to lower externalizing
outcomes, as described above, demonstrating that these factors are associated with one
another. However, lower externalizing alone was not shown to predict higher academic
achievement outcomes in particular. Higher school participation and achievement was
predicted by a history of sexual abuse, higher school participation and achievement at
preadmission, and an absence of witnessing interparental abuse. Although an absence of
abuse was not found to be influential in regards to behavioural outcomes as predicted, it
was found to be influential in regards to educational outcomes.
Sexual abuse was the strongest predictor of higher school achievement. As
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previously mentioned this finding is likely due to statistical error. Sexual abuse was
entered into the regression as a dichotomous variable with only a small percentage of
children and youth reported as having experienced this type of abuse. Previous research
has also not found any indication of a positive relationship between sexual abuse and
educational achievement, further indicating that this finding may be due to a Type II
error. For example, Einbender and Friedrich (1989) found that sexually abused girls had
lower academic achievement and Trickett, McBride-Chang, and Putnam (1994) found no
association between sexual abuse and academic achievement, although it was found that
sexual abuse was associated with lower ratings of learning and social competency (in
Veltman & Browne, 2001). Reyome (1993) found no difference in intellectual ability
between children who were sexually abused and children who had no history of
maltreatment. Due to the findings of previous studies and the reality of the current
analysis, this finding will not be further interpreted. However, further research in this area
is needed because the relationship between sexual abuse and academic achievement is
complex.
A recent study by Shelble, Shanks, and Miller (2010) highlights the complexity of
the relationship between abuse and school achievement This study examined the
relationship between maltreatment and academic achievement for children and youth,
using emotion dysregulation as a mediating factor. This study found that maltreated
children who also had high emotion dysregulation had worse educational achievement.
Maltreated children and youth who were able to regulate emotions had better educational
outcomes. This study indicates that there are additional factors at play in die relationship
between maltreatment and educational resilience. Without replication of the results, the
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current study is unable to provide additional information about the relationship between
sexual abuse and educational achievement due to statistical limitations. Future research is
needed to examine the effects of sexual abuse on educational outcomes in the residential
treatment population.
The finding that witnessing abuse within the family has negative effects on
academic achievement is supported by research. Thompson and Massat (2005) examined
the effects of family violence, community violence, and witnessing violence on levels of
Post-Traumatic Stress Disorder (PTSD), academic achievement, and behavioural
problems. In regards to academic achievement, witnessing violence, family violence, and
PTSD predicted worse academic achievement. This study, along with the present results,
indicates that an absence of witnessed abuse predicts higher school achievement.
The finding that higher school achievement at preadmission predicts higher
school competence outcomes is also supported by previous research. Campbell, Pungello,
and Miller-Johnson (2002) examined African American children from lower-income
families in early childhood and again in adolescence, and found that early childhood
educational intervention and academic achievement were predictive of academic success
in adolescence. Engerman and Bailey (2006) examined academic achievement in youth
when they were in the 10th grade and again when they were in the 12th grade. Earlier
higher academic achievement was predictive of later academic achievement for youth
from low-income families. An additional longitudinal study (Latimer et al., 2003)
examined familial and child predictors of academic achievement and behavioural
adjustment in adolescence for a group of youth with ADHD. This study found
achievement in elementary school was highly predictive of achievement in high school.
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These studies indicate the importance of academic achievement as a protective factor for
future educational success for children and youth at high-risk of poor outcomes.
Family Outcomes
The third hypothesis, that the pre treatment factors examined would predict family
functioning, was supported. Higher family functioning, being a younger child within the
family, and poor behaviour in the community at preadmission predicted higher family
functioning post-discharge. Past research has found that familial aspects, such as family
functioning and support, are important predictors for the outcomes of children (Gorske et
al., 2003; Green et al., 2007; Greenbaum et al., 1996; O’Donnell et al., 2004; Sunseri,
2004; Tiet et al., 2001). In addition, Coyle, Nochajski, Maguin, Safyer, and Dewit (2009)
found that, for families involved in a family-based alcohol prevention/intervention
program, higher family functioning before treatment predicted higher family functioning
following treatment. It appears that early adaptive family functioning is an important
factor in the prediction of better familial outcomes. This is especially true for younger
children given that they are more dependent on family for overall health.
Surprisingly, children with less adaptive behaviour in the community at
preadmission had better familial outcomes. One would predict that the children with the
most deviant behaviour would likely be removed from the home and placed in more
restricted settings. These findings indicate that for children who have less adaptive
community behaviour, higher family functioning acts as a protective factor and may
counteract more negative behaviour within the community. The families of the children
were treatment participants in the current study. It is posable that families with higher
functioning at preadmission were better able to apply the skills they learned to help
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manage their children’s emotional and behavioural problems and improve family
functioning in treatment. The skills learned may be particularly beneficial at addressing
problem behaviour within the community, possibly by making the child more apt to stay
home and spend more time with the family. This finding may also be a direct result of the
treatment these children received. Previous research has found that residential treatment
settings are successful at reducing behavioural problems (Green et al., 2007; St. Pierre et
al., 2008). If problem behaviour, particularly in the community, is the main reason the
children and youth are having familial difficulties, then the behavioural improvement
may also improve familial relations.
The finding that being a younger child within the family is predictive of better
family functioning has been supported by previous research. Greenbaum and colleagues
(1996) found that children who were younger (8 to 14 years) had better outcomes when
behavioural functioning was examined as the outcome variable, and children who had
higher functioning families had better outcomes when readmission to treatment was
examined. Although these findings were not associated with familial outcome measures,
they do demonstrate that being young and having closer family connections can improve
the functioning of children with severe behavioural and emotional problems. Erik Erikson
(1968) also wrote of adolescence as a time when youth leave behind the egocentricism of
childhood and focus on their role within groups, particularly with their peers. Erikson
explained that in the search for identity during adolescence, the peer group rather than the
family is used as a source of feedback and validation for the emerging identity.
Therefore, it comes as no surprise that being a young child is more predictive of higher
family functioning. In adolescence, youth spend less time with their family and,
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according to Erikson, spend more time with peer groups. This can cause friction within
the family, as peer group expectations and parental expectations often conflict.
Summary o f Findings
In summary, for behavioural outcomes, the combination of pre treatment factors
most predictive of positive outcomes included lower internalizing, externalizing, and
overall problem behaviours, higher school achievement, and parental alcohol use. Higher
school achievement, an absence of witnessed abuse, and the presence of sexual abuse
predicted higher school achievement. Higher family functioning and being a younger
child within the family predicted better family outcomes as did poor behaviour in the
community prior to admission. These findings demonstrate that children and youth with
serious mental health disorders, who also have histories of maladaptive behaviour in the
community, have experienced sexual abuse, and/or have experienced family alcohol
abuse are still able to achieve successful outcomes. In other words, these findings
demonstrate the strengths present in extremely high-risk children and youth. The
protective factors that were most influential of positive outcomes were more adaptive
behaviour, higher school achievement, and higher family functioning. This demonstrates
the importance of improving these three aspects in children and youth, and their families
to increase the likelihood of better behavioural, educational, and familial outcomes.
Study Limitations
Although this study addressed numerous methodological issues of previous
research examining resilience in residential treatment populations, such as having a large
sample size, examining various pre treatment factors and outcome measures, and
including a 2-year post-treatment follow-up, it is not without limitations. One inevitable
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limitation in residential treatment studies is the lack of a control group. A control group
that does not receive treatment would make the distinction between treatment effects and
resilience easier to identify. However, using a control group with children and youth in
need of the most intensive and intrusive treatment remains an ethical challenge. In
addition, the fact that this study used a sample from a single residential treatment facility
makes the distinction between resilience and treatment effects difficult. Using additional
treatment sites, as well as high-risk children and youth who have not received treatment
would have allowed for more conclusive results regarding the protective factors that were
identified. As a result, interpretations of the findings need to be made with caution, as the
specific effect of protective factors in comparison to treatment factors is unknown. A
related limitation is that due to the correlational nature of this study no causal conclusions
could be made. This again requires caution in making interpretations based on the results
found in this study.
Although the overall sample size of this study was large, the sample size for some
post-treatment measures was relatively small, making the examination of parental support
as a pre treatment factor unattainable. Although attrition rates are a reality in longitudinal
studies, the measures completed at post-discharge were voluntary; this makes it even
more difficult to maintain the sample size at preadmission. Future studies examining
long-term outcomes should take this into consideration and attempt to compensate with a
larger initial sample size.
Another limitation of this study was the use of secondary data, as this restricted
the pre treatment factors that could be examined. Data on the age at the time of a child’s
first out of home placement was not collected and could not be examined even though
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previous research had shown this factor to be influential for child and youth outcomes.
Future studies examining predictor variables on outcomes should examine the effect of
this variable on long-term outcomes on the residential treatment population. Lastly, not
all the variables examined in the analyses were normally distributed, particularly the
variables for parental alcohol use and the sexual abuse. In addition, the sexual abuse
variable was dichotomous. As a result of these limitations, the results related to these
variables were likely due to beta error. Replication of these findings by additional studies
are necessary before any further interpretation can be made in regards to the predictability
of parental alcohol use and sexual abuse on children’s mental health.
Implications fo r Practice
This study examined resilience in children and youth with serious mental health
disorders. It was found that children who are younger, have an absence of witnessed
abuse, display lower levels of internalizing and externalizing behaviours, have higher
family functioning, and have higher school achievement are more likely to display
resilience in regards to behavioural, educational, and family outcomes. Surprisingly, it
was also found that children with the presence of sexual abuse, parental alcohol use, and
less adaptive behaviour within the community also have more positive outcomes in
regards to behavioural, educational, and family outcomes. There are a number of
implications from these findings. First, these findings highlight the importance of
comprehensive assessments of children with serious mental health disorders, particularly
in treatment settings. The goal of treatment is not only reduction of symptoms but to
achieve successful and long-term improvements. Bronfenbrenner (1979) has emphasized
the interconnectedness of individuals, families, and the environment. Therefore, in order
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for treatment to be successful, all of these factors need to be addressed. Information
regarding children and youths’ individual characteristics, familial aspects, and
educational factors should all be assessed prior to admission. This study has identified
resilience factors in relation to behavioural, educational, and familial outcomes. If
children and youth entering treatment do not display the protective factors related to
positive outcomes, such as poor behavioural functioning, low school achievement, and
family dysfunction, it is important for treatment plans to address these areas and help
foster resilience within these children to achieve long-term benefits of treatment.
In order to foster resilience regarding family functioning and school achievement,
residential treatment facilities should involve familial and educational components, and
not just behavioural-based treatment, which is typically considered the most important
area of improvement. This study reflects that many protective factors are interrelated and
promote resilience in various domains. Therefore, it is imperative that various systems
within a child or youth’s environment are addressed and strengthened by including
individual, familial, and educational components in treatment. In support of this
conclusion, Letoumeau et al. (2009) found that multisystemic therapy, which consists of
home- and community-based (e.g. school-based) treatment aspects, in addition to
individual treatment, is effective for youth sexual offenders, who are typically a very
difficult population to treat. These findings indicate that having a multisystemic focus
dedicated to strengthening individual, family, and community factors will help children
and youth attain and maintain positive treatment effects, as these protective factors will
foster resilience.
Not only should treatment facilities include these three components, but future
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research should also focus on examining various domains of resilience rather than
focusing specifically on behavioural outcomes within the residential treatment
population. Resilience is not something that an individual possesses and resilience may
be present in some areas but not in others (The Child and Family Partnership, 2010).
Therefore, it is important to assess various areas of competence to identify the strengths
an individual exhibits and areas in which children and youth can build upon in improving
the likelihood of positive outcomes. This validates the current focus on developing more
strength-based approaches for children and youth at risk of poor outcomes, including
children and youth in residential treatment (Lamb-Parker, LeBuffe, Powell, & Halpem,
2008; Nickerson, Salamone, Brooks, & Colby, 2004). For example, Nickerson and
colleagues (2004) reviewed strength-based aspects of treatment that have been found to
be successful. They then designed a strength-based program for residential treatment,
which focused on identifying and strengthening children and youth’s existing support
networks, strengths, and resources and involving family and other people within a child’s
social network in the treatment process in order to enhance the strengths of each
individual child/youth.
Recommendations for Future Research
Future research should continue to assess protective factors within this population
to determine additional strengths that can aid in achieving more adaptive outcomes. This
study was limited in the pre treatment factors that could be assessed. Future research
should examine factors, such as motivation and self-esteem, and their impact on the
individual, familial, and educational outcomes of children and youth in residential
treatment. Identifying additional protective factors will help in implementing more
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successful treatment, in that possible protective factors the child or youth are lacking can
be addressed by specifically tailoring treatment to each individual.
Research should also further examine the protective factors that were identified as
influential for children and youth with specific characteristics. The findings that lower
internalizing and externalizing behaviour along with the presence of alcohol-abusing
parents act as protective factors for children and that higher family functioning in
conjunction with maladaptive behaviour in the community predict family resilience
should be further examined. In addition, the results related to children and youth who
have experienced sexual abuse and higher school achievement should be further
examined within this population, due to the statistical limitations of this study.
Identifying strengths of children and youth with specific problem behaviour or traumatic
past experiences will help in creating more cost-effective, individualized, and successful
residential treatment.
In addition, further research is needed using samples from a variety of residential
treatment centres and children and youth with serious mental health disorders who have
not received residential treatment to verify the protective factors identified in this study.
Focusing on the strengths of high-risk children and youth in and out of treatment settings
would allow for a more in depth understanding of resilience and methods in which it can
be fostered. These studies should use a similar longitudinal design to the current study to
minimize the influence of treatment effects. With residential treatment populations,
assessing pre treatment factors at preadmission and long-term outcomes following
treatment as opposed to outcomes at discharge allows for the assessment of resilience as
opposed to treatment effects in particular.
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This study demonstrated the importance of collecting detailed preadmission
information. Being aware of factors examined in this study, such as maltreatment
histories and past behaviour within the community, assists in developing treatment plans
and, most importantly, fostering resilience in multiple areas so that long-term benefits are
more likely to be maintained. Future research and treatment facilities should examine
additional factors that may have important implications for treatment that were not
examined in this study, such as age of first out of home placement and parental support.
The variance accounted for by the protective factors identified in this study was minimal.
Additional research is needed to determine whether or not additional protective factors
account for the remaining variance so that residential treatment can provide treatment that
results in the best possible outcomes.
Conclusion
Despite its limitations, this study identified important aspects of resilience for
children and youth with serious mental health disorders. By examining children and
youth in a residential treatment facility at preadmission and 2-years following discharge,
various pre treatment factors for behavioural, educational, and family outcomes were
identified. Children and youth who displayed lower internalizing and externalizing
behaviour, lower global functioning, and higher school achievement displayed
behavioural resilience. Children and youth displayed educational resilience when they
had higher school achievement at preadmission, no history of witnessed abuse, and a
history of sexual abuse. Higher family functioning at preadmission, being a younger child
within the family, and prior behavioural problems within the community were associated
with family resilience. These results will aid in tailoring treatment programs for each
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individual that is specific to their backgrounds and current strengths. This, in effect, will
increase each child and youth’s resilience in various domains. In order to accomplish
more effective treatment in regards to resilience, residential treatment facilities need to
complete comprehensive assessments with each child and youth to ensure awareness of
possible background information that may hinder or foster resilience.
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